HOW DID WE GET HERE?
History shows that psychiatry has usually been under-resourced, but various issues in the past five years have converged to bring about the current crisis. First and foremost, British medicine is in a state of demoralisa tion after the NHS reforms. These have increased administrative costs and the influ ence of managers, diminishing the perceived role of doctors. Psychiatry's additional pro blems arise as a result of society's continued misunderstanding of the nature of mental illness. This is reflected by the use of pejorative headlines such as â€oe¿ Crazed son walks free to butcher his motherâ€ • (Daily Express, 16 January, 1996, p. 20) , or â€oe¿ From Bedlam to Bedsitâ€•(The Economist, 2 Sep tember, 1995, p. 21) . Such misconceptions are magnified by the fashion for alternative therapists, peddling anti-scientific nostrums fuelled by the nihilism of under-employment and excessive (mis)information. This distrust of medical approaches to mental illness is perfectly summarised in the headline â€oe¿ We're mad to trust shrinksâ€• (Daily Mirror, 9 February, 1996, p. 7) .
Furthermore, successive governments have followed a community care policy that is inherently flawed. While the majority of the long-term mentally ill can be primarily managed in the community (Anderson et al, 1993) , there remains a continuing need for acute hospital beds. The one is not a We decided to become psychiatrists because we liked talking to people, diagnosing and treating mental illness without gadgets or tests, and employing clinical skills acquired through experience and specific training. Today we barely have time to clarify the treatment and record the â€˜¿ care plan'; our appointment schedules can resemble those of the average general practitioner (GP). This lack of face-to-face contact time has been highlighted by the Report ofthe Confidential Inquiry into Homicides and Suicides by Mentally Ill People as a common denom inator of the lack of care for seriouslyill patients (Steering Committee, 1996) . Despite this constrained availability, we are still expected to accept limitless responsibility for â€˜¿ supervision' of the mentally ill in the community and the hospital, via the GP or via an outdated I 983 Mental Health Act (MHA).
Given these multifarious roles it is not surprising that morale in adult general psychiatry is plummeting. Nowhere is this more so than in deprived inner-city areas where working conditions have become topsy-turvy, leading to newspaper headlines such as â€oe¿ Psychiatrists quit over risks to patientsâ€• (The Independent, 16 January 1996, p. 11), or London's mental health service being called a â€oe¿ shamblesâ€ • (Evening Standard, 16 January 1996, p. 3) . Once prized senior lecturer posts, at leading London teaching hospitals, are now hard to fill. The similar difficulties of general practice in inner London reflect a parallel situation (Harris et al, 1996) . Nationwide there are consultant shortages and numerous cancelled appointments committees.
STATE OF THE WARDS
Most acute adult psychiatric wards in our region (North Thames) have bed occupancy rates in excess of 120% (MILMIS Project Group 1995; Powell et al, 1995) . The majority of these patients are compulsorily detained (60â€"80%on our unit). There is no question of managing these cases in any other setting â€"¿ all admissions are emergen cies. Inner-city trusts also have substantial numbers of patients occupying beds in the independent sector, beds often miles from the local community and significantly more expensive than the NHS. Even so, about one-quarter of the patients in acute beds are there because no-one else can cope with their chronic, socially handicapping, psy chological impairments (e.g. Lelliot et al, 1996) . They are homeless, insightless and unloved, and alternatives are just not avail able (Fulop et al, 1996) .
Many patients, with a significant foren sic history or displaying â€˜¿ challenging' beha viours, have been admitted from aftercare hostels, of varying denominations, and their return thereto is refused. They remain on acute wards as their last refuge: the high risk of relapse, the terms of the MHA, and the understandable inability of non-professional staff to treat them add to their demoralisa tion and that of their carers. Ever in the background on this psychiatric battlefield, is the rumble of gunfire from â€˜¿ untoward incidents', rising complaints and formal inquiries. The constant reliance on agency staff (often 50% or more) reflects the seven month burn-out time for a staff nurse on such units (details available from author).
STATE OF THE DOCTORS
Against this background how can one properly manage patients when so many factors are beyond one's control? Stigma, poverty, housing departments, , and the diversities of short-staffed social service inputs are all shifting variables. Many Trusts face serious difficulties in both the recruit ment and retention of medical staff. Young doctors are readily alarmed when they see the working conditions of their seniors (Today, 1995; Storer, 1996) . This particu larly applies to general adult psychiatry by contrast to sub-specialities such as forensic 6 General psychiatry in no-man's land MARTIN DEAHL and TREVOR TURNER substitute for the other. Premature discharges generate the unreal bed occupancy figures quoted above. The government shibboleth of the Care Programme Approach (CPA) (Dc partment of Health, 1990; Kingdon, 1994) has failed to reduce readmission or suicide rates. We do not advocate a return to the asylums, but in closing the asylums, and with the best of intentions, we have only partially replaced their functions (Jones, 1996) . These included acute care, rehabilitation, long-term sanctuary, security for dangerous offenders, a coherent management structure, and a social network that still remains elusive for many of the â€˜¿ new long-stay'. The rising demand for medium-secure facilities reflects a key current shortage, yet the (cheaper) means of prevent ing forensic status is only now being acknowledged in the recent NHS executive review (e.g. The Independent, I 996).
STATE OF THE LAW
Recent changes in policy and legislation have only worsened matters. Following the Reed report (Reed, 1992) , mentally abnor mal offenders have been transferred into the NHS, through a combination of court diversion schemes (James & Hamilton, 1991) (Ritchie, 1994) and the death of Jonathan Newby (Davies, 1995) , all provider Trusts are now required to conduct inquiries into all â€oe¿ untoward incidentsâ€• (Department of Health, 1994) . These in quiries serve a positive function in improv ing standards, in generating pressure for further resources, and in reassuring be reaved families and the public. However, they are time-consuming and expensive, they usually reiterate the recommendations of previous inquiries (i.e. to improve com munication, written procedures, etc.) (Shep pard, 1995) , and are notably stressful for all involved. It is also known that predicting suicide and untoward incidents is, to say the least, problematic (Gunnell & Frankel, 1994) . For example, a recent Home Office review of relapsed patients under MHA section 41 supervision showed â€oe¿ .
. . that it was seldom possible, even with hindsight, to identify cases where preventative action could have been takenâ€• (Home Office Research and Statistics Department, 1995) .
The latest panic measures are the Super vision Register (Department of Health, 1994) and the Supervised Discharge Order, a legislative amendment that became active in April 1996 (Department of Health, 1993). These are bureaucratic conceptions con cocted far from the front-line realities of clinical care (cf. Caldicott, I 994; Bottomley, 1994) . They bring no extra staff nor addi tional powers to treat patients in the com munity; they are complex in terms of procedure and paperwork; they explicitly increase the personal responsibility of the RMO. It is our view that these proscriptions are anti-therapeutic (Eastman, 1995) , a view supported by MIND and other interested parties. Their sole aim is to devolve respon sibility from the central government, enabling ministerial blandishments about no patient leaving hospital without a full â€˜¿ care plan' in place, while forgetting the acute psychotics crowding casualty, waiting for a bed.
STATE OF RESEARCH
Much modern research (Falloon et al, 1982; Hoult & Reynolds, 1984; Dean & Gadd, 1990; Merson et al, 1992; Muijen et al, 1992; Burns et al, 1993) has suggested that acutely ill patients can be managed successfully at home, avoiding hospital admission. This has been misconstrued by the Department of Health and by health authorities to mean that numbers of hospital beds can be reduced.
Resistance to this notion is seen as retro gressive, as indicative of consultants equating beds with power. Yet much community research has been based on short-term, well funded projects,using enthusiasticresearch teams who soon move on (Coid, 1994) . Such research takes little account of the chronic consequences, including staff burn-out, the burden on families forced to care for dis turbed relatives, and the community rejection generated by repeated breakdown. There are benefits of care in the community (via GP outreach clinics, home-based assessments, and normalisation of lifestyles), yet the workaday difficulties of travelling, commun icating, training juniors and time manage ment, remain to be addressed. It is noteworthy how few researchers go on work ing within their â€˜¿ model' services, and difficult not to take the view that financial rather than therapeutic considerations prevail.
WHAT IS TO BE DONE?
Long-term solutions to the crisis must go beyond mere funding. A variety of measures could be introduced, requiring little addi tional expenditure, that would significantly improve the present situation. Joint purchas ing of services for the mentally ill (by health and local authorities) can more effectively integrate resources (Hadley & Goldman, I 995). The Home Office and the Courts should have financial accountability for the patients they impose on the NHS. Likewise, patients no longer requiring an acute admis sion bed and who meet agreed criteria for a hostel place should be funded by local authority social services departments.
The continuing closure of the asylums should be halted (98 out of 121 open 10 years ago will have closed by the year 2000; Phillips, 1995) and the need for long-stay hospital beds reviewed. New legislation is required to enable psychiatrists, when ne cessary, compulsorily to treat mentally ill patients in the community. Such a com munity treatment order would, it has been suggested, contravene European human rights legislation, yet the existing MHA section 4 1 restriction order already operates as such. Legislation is required that is preventive and therapeutic rather than reactive and court-engendered.
Unless serious efforts are made to address these issues, we predict a further decline in morale among staff and an exodus from the profession. If clinical psychiatry continues to be seen as an unrewarding, frustrating and even a dangerous activity, particularly in the inner city where many of the academic teaching centres are located and most research conducted, then the future of the profession and the academic Our predecessors were forced into super intending enormous, stigmatised, crowded â€oe¿ binsâ€•. We, by contrast should be educating and researching, in schools, homes and workplaces, face-to-face with patients, carers and co-workers, linking hospital and community. We should adopt a more robust stance in arguing for needs-led resources and legislative changes that will protect patients, their families and service provision. Now that all general psychiatrists are, by and large, community-based, the responsibility of the generalist needs to be defined. Specialists can only exist, by definition, when there is a healthy general service acting as gatekeeper (Mathers & Hodgkin, 1989) . No consultant psychiatrist should be re quired to act both as doctor and keyworker, nor to assume responsibility for excessive case-loads. If generalism is not protected, we will end up back behind the asylum walls, sheltered but ineffectual, turnkeys for gov ernment bureaucrats.
